Objective: Most studies have assessed conflict between clinicians and surrogate decision makers in ICUs from only clinicians' perspectives. It is unknown if surrogates' perceptions differ from clinicians'. We sought to determine the degree of agreement between physicians and surrogates about conflict and to identify predictors of physician-surrogate conflict. Design: Prospective cohort study. Setting: Four ICUs of two hospitals in San Francisco, California. Patients: Two hundred and thirty surrogate decision makers and 100 physicians of 175 critically ill patients. Measurements: Questionnaires addressing participants' perceptions of whether there was physician-surrogate conflict, as well as attitudes and preferences about clinician-surrogate communication; κ scores to quantify physician-surrogate concordance about the presence of conflict; and hierarchical multivariate modeling to determine predictors of conflict. Main Results: Either the physician or surrogate identified conflict in 63% of cases. Physicians were less likely to perceive conflict than surrogates (27.8% vs 42.3%; p = 0.007). Agreement between physicians and surrogates about conflict was poor (κ = 0.14). Multivariable analysis with surrogate-assessed conflict as the outcome revealed that higher levels of surrogates' satisfaction with physicians' bedside manner were associated with lower odds of conflict (odds ratio, 0.75 per 1 point increase in satisfaction; 95% CI, 0.59-0.96). Multivariable analysis with physicianassessed conflict as the outcome revealed that the surrogate having felt discriminated against in the healthcare setting was associated with higher odds of conflict (odds ratio, 17.5; 95% CI, 1.6-190.1) while surrogates' satisfaction with physicians' bedside manner was associated with lower odds of conflict (0-10 scale; odds ratio, 0.76 per 1 point increase; 95% CI, 0.58-0.99). Conclusions: Conflict between physicians and surrogates is common in ICUs. There is little agreement between physicians and surrogates about whether physician-surrogate conflict has occurred. Further work is needed to develop reliable and valid methods to assess conflict. In the interim, future studies should assess conflict from the perspective of both clinicians and surrogates. (Crit Care Med 2014; 42:328-335) Key Words: clinicians; conflict; surrogates; surrogate decision making R esearch in the last decade has revealed that cliniciansurrogate conflict is prevalent in ICUs (1) (2) (3) (4) (5) . In a multicenter study in Europe (2), 27% of clinicians reported at least one conflict between ICU staff and patients or families in the preceding week. Clinicians caring for patients with a prolonged stay in the ICU identified conflict between the medical team and the family in 22% of cases (5) . A single center study of cases in which limitation of life-sustaining therapy was discussed found that clinicians identified conflict with surrogates in 48% of cases (3), whereas surrogates identified conflict with clinicians in 40% of cases (1), but clinician-surrogate agreement was not assessed. Conflict is a significant problem because there is mounting evidence that it associated with adverse outcomes for both clinicians and families. Clinicians in ICUs report that conflict contributes to burnout (6, 7) and may contribute to loss of workforce in the field. Research outside medical settings indicates that conflict causes emotional distress (8) , anxiety, and stress (9) , as well as mistrust and misunderstandings of the other party's behavior (10, 11) . However, conflict that is appropriately identified and managed can have positive effects, including helping family members move through emotionally challenging circumstances (12) (13) (14) .
Although several studies have identified a high prevalence of conflict in ICUs, most have assessed only clinicians' perspectives, and no studies have assessed the perspectives of physicians and surrogates simultaneously and prospectively. This may lead to an incomplete view of conflict if surrogates perceive conflict differently from clinicians. This is important because it remains unknown whether clinicians and surrogates agree about the occurrence of conflict, and thus whether clinicians' perspectives can serve as a valid proxy for surrogates' perceptions of conflict.
We therefore investigated 1) the prevalence of surrogateand physician-identified conflict and the degree of agreement between these groups regarding the presence of conflict; and 2) factors associated with physician-surrogate conflict.
MATERIALS AND METHODS
From January 2006 to October 2007, we conducted a prospective cohort study of surrogate decision makers and primary ICU physicians (attending intensivists and fellows in training) of critically ill patients in four ICUs at the University of California, San Francisco Medical Center. Study methods have been previously described (15) . We identified eligible patients and their surrogates by daily screening in each ICU. Eligible patients were incapacitated, with respiratory failure requiring mechanical ventilation and an Acute Physiology and Chronic Health Evaluation II score greater than 25. We enrolled the surrogate decision makers and physicians of these patients. Patients dying within 48 hours of initiating mechanical ventilation and their surrogates were not eligible, per institutional review board (IRB) requirements. If two or more family members identified themselves as participating in decision making for the patient, more than one surrogate per patient could be enrolled. Additional inclusion requirements for surrogates included age at least 18 years old and the ability to speak and read English well enough not to require an interpreter. The IRB of the University of California, San Francisco, approved all study procedures, and all subjects gave informed consent to participate; no study procedures occurred at the investigators' present institution, so IRB approval was not required.
In order to achieve 80% power to detect an absolute 10% difference in prevalence of conflict (based on a two-sample test of proportions) at a 5% α-level, 142 patients were required.
Data Collection
We abstracted demographic and clinical information pertaining to patients from medical charts. On patients' 5th day of mechanical ventilation, participating surrogates and physicians completed a written, self-administered questionnaire eliciting demographic information as well as attitudes and beliefs about physicians' and surrogates' roles, communication practices and preferences, and prior experiences.
Outcome Measures
We assessed our main outcome with a one-item conflict question on a 0-10 scale, developed by Abernethy and Tulsky (16) . Participants were asked, "How much disagreement, including conflicts and negative feelings, has there been between you and (this doctor/this family) regarding (your loved one's/ this patient's) care?" This instrument was originally tested for acceptability and reliability with ICU clinicians (16) and, subsequently, adapted for use in a qualitative study of physicians and surrogates (1, 3) .
Surrogates provided information regarding prior experiences as a surrogate decision maker and whether the surrogate had discussed treatment preferences with the patient. We evaluated surrogates' satisfaction with physicians' bedside manner during the conference with the question, "How satisfied are you with the doctor's bedside manner when he/she discussed your loved one's prognosis?" on a 0-10 scale. We also assessed surrogates' perceptions of the quality of their communication with the physician using the validated 17-item Quality of Communication instrument, which measures several dimensions of communication (listening, attending to emotion, communicating prognosis, using appropriate terminology, addressing spiritual or religious beliefs, and overall assessment of communication) (17) . We assessed trust in the patient's attending physician with the 5-item Physician Trust instrument (18) . Physicians provided information about their subspecialty training and time in practice, as well as their selfassessed skill in delivering prognostic information. All subjects answered questions regarding the influence of religion in their daily life and decision making. Participants also completed a validated measure of their view of patients' and doctors' roles (Patient Provider Orientation Scale) (19) . This instrument provides a mean score ranging from 1 to 6, with higher scores reflecting a preference toward a more patient-centered approach to healthcare and lower scores indicating preference toward a more biomedical model.
Statistical Analysis
Using the conflict scale described above, we first analyzed participants' reported level of conflict descriptively. We next dichotomized subject responses to "no conflict" (response = 0) or "any conflict" (response > 0) to determine the prevalence of any conflict. Next, to evaluate whether physician-surrogate concordance about prognosis varied according to the intensity of the conflict, we dichotomized responses to conflict less than 5 (low conflict) and conflict greater than or equal to 5 (high conflict). In cases in which more than one surrogate per patient enrolled, we conducted a per patient analysis in which we considered any surrogate's rating of conflict to qualify as conflict for that family. The rationale for this strategy is that it is likely important for physicians to perceive conflict regardless of whether it occurs with one or several individuals acting as surrogates for a patient.
To evaluate whether there is a difference between physicians ' prevalence of physician-assessed conflict with the prevalence of surrogate-assessed conflict. We performed a κ calculation to assess physician-surrogate agreement about the presence of conflict within cases.
To identify factors associated with conflict, we used a hierarchical logistic regression model, which accounts for two forms of clustering: cases in which more than one family member was involved in surrogate decision making and physicians who cared for more than one enrolled patient. We created separate models using surrogate-identified conflict and physicianidentified conflict as outcomes. In order to capture situations in which one party perceives some conflict and the other perceives none, we constructed all logistic models using conflict dichotomized to 0 (no conflict) and greater than 0 (any conflict). When using surrogate-identified conflict as the outcome of interest, regression was performed accounting for nesting within patients, nesting within physicians; and when physician-identified conflict was used as the outcome measure, nesting within patients only was accounted for in the regression. We first created models with individual covariates to identify variables of interest. Variables with a p value of less than 0.20 in unadjusted modeling were included in multivariable models, as well as select variables with p values less than 0.25 and low collinearity with other variables. We selected final variables based on significance levels of p less than or equal to 0.05 in multivariable regression models.
RESULTS
Of 222 eligible patients, 20 were excluded at the attending physician's request. These cases generally comprised cases in which the family was so overwhelmed and grief-stricken that the physician was concerned that approaching them to participate in a research study may cause harm and cases in which the family had threatened legal action. Twenty-seven of the patients' surrogates declined to participate. For the remaining 175 patients (enrollment rate, 79%), we enrolled 230 surrogate decision makers and 100 physicians; 40 patients had more than one surrogate enrolled (Fig. 1) . Table 1 summarizes patient, surrogate, and physician demographic characteristics and covariates.
Surrogates perceived a mean level of conflict of 1.2 on a 0-10 scale (sd, 2.32; range, 0-10), and physicians perceived a mean level of conflict of 0.8 (sd, 1.71; range, 0-10), with both distributions rightward skewed (Supplemental Fig. 1 , Supplemental Digital Content 1, http://links.lww.com/CCM/ A729). Either the physician or a surrogate identified any conflict in 63% of cases (110 of 175 cases), and both physician and surrogate identified conflict in 13% of cases (23 of 175 cases). Physicians perceived any conflict less frequently than surrogates (27.8% vs 42.3%, p = 0.007). Surrogates perceived any conflict in 51% of cases in which physicians identified any conflict, whereas physicians perceived any conflict in 34% of cases in which surrogates identified any conflict. Agreement between physicians and surrogates about the occurrence of any conflict was poor, κ = 0.14. Figure 2 illustrates the physician and surrogate concordance about the occurrence of conflict.
Either the physician-or surrogate-perceived conflict rated at 5 or greater in 18% of cases (31 of 175 cases), and both the physician and surrogate identified conflict greater than or equal to 5 in 0.6% of cases (1 of 175 cases). At least one surrogate perceived conflict greater than or equal to 5 in 13% of cases (22 of 175 cases), whereas physicians perceived conflict greater than or equal to 5 in 6% of cases (10 of 175 cases; p = 0.03). In the 22 cases in which surrogates perceived conflict greater than or equal to 5, only one physician also perceived conflict greater than or equal to 5 (4.6%), and only 10 physicians (45.5%) perceived any conflict (> 0). Physician-surrogate agreement using conflict of 5 or greater as the cut-point was no better than would be expected by chance, κ = -0.02 (Fig. 2) . Table 2 summarizes the results of the unadjusted analysis with surrogates' identification of any conflict as the outcome measure. Multivariable analysis revealed significant negative association of conflict with surrogate's satisfaction with physician bedside manner, with an adjusted odds ratio (OR) of 0.75 per 1 point increase in satisfaction on a 10-point scale (95% CI, 0.59-0.96) ( Table 3) .
Multivariable analysis with physicians' identification of any conflict as the outcome revealed that a surrogate having felt discriminated against in a healthcare setting in the prior 12 months was significantly associated with higher odds of conflict, with an OR of 17.5 (95% CI, 1.61-190.12), and surrogate's satisfaction with the physician's bedside manner was associated with lower odds of conflict, OR 0.77 per 1 point increase in satisfaction (95% CI, 0.58-0.99) ( Table 3) . As a sensitivity analysis, we conducted unadjusted and multivariable modeling using combined surrogate-and physician-perceived conflict as the outcome. This analysis confirmed the associated factors identified in the main analysis except surrogate discrimination was no longer significantly associated with any conflict. This analysis also identified the death of the patient as significantly associated with combined physician-surrogate identification of conflict (Supplemental Tables 2 and 3, Supplemental Digital Content 1, http://links.lww.com/CCM/A729, summarizing sensitivity analysis). There was no significant association with the patient-level variables tested in the main analysis (data not shown).
DISCUSSION
We found that physicians or surrogates perceive conflict in nearly two-thirds of cases. Agreement was poor between physician and surrogates about whether conflict occurred.
The observed prevalence of conflict from the physicians' perspectives is consistent with the prevalence observed in prior studies (2, 4, 5, 20) . In the Conflicus study, ICU clinicians reported extensively on conflicts they had experienced in the previous week (2) , with 27% of the participants identifying a clinician-family conflict. Tulsky and colleagues (3) retrospectively measured the perceptions of clinicians of patients in whom limitation of life-sustaining therapy was discussed. They identified clinician-surrogate conflict in 48% of cases. Differences in prevalence estimates may be due to differences in the populations studied or differences in the timing of screening for conflict.
We found poor agreement between physicians and surrogates regarding the presence of conflict. These findings have implications for both clinical practice and research methodology. From a research methods standpoint, our findings suggest that physicians' perceptions of conflict should not be used as a proxy for surrogates'
perceptions. There is also a need for further methodological work to develop reliable measures of conflict in healthcare. At a minimum, investigators seeking to measure conflict in ICUs should assess conflict from the perspectives of both physicians and surrogates in order to gain a more complete understanding. From the standpoint of clinical practice, physicians should be aware that they tend to underestimate the occurrence of conflict relative to surrogates' perceptions and should be alert to the possibility of unrecognized conflicts. Future research efforts are needed to better understand how physicians respond to conflict and what strategies are feasible and effective to diminish the adverse consequences of conflict on both physicians and surrogates.
We identified two factors that were associated with conflict. Higher levels of a surrogate's satisfaction with the physician's bedside manner were associated with lower odds of conflict from both the physician's and surrogate's perspective. There are at least three potential explanations for this finding. One explanation is that satisfaction with a physician's bedside manner may be related to the proportion of time the physician spends listening as opposed to speaking during interactions with surrogates. An observational study found lower level of surrogates' perception of conflict when families spent more time talking (21) . Another explanation is that this association may be similar to the well-described association of higher patient ratings of physician communication and lower prevalence of malpractice lawsuits (22, 23) . Alternatively, the two measurements (conflict and satisfaction with bedside manner) may be testing similar constructs and our results may reflect this collinearity.
Our study has several strengths. To our knowledge, it is the first that measures physicians' and surrogates' perceptions of conflict prospectively and contemporaneously (within 3 hr of each other), which is challenging in light of the unpredictability of physicians' and families' schedules in ICUs. We were able to study a diverse population of surrogates, which lends generalizability to our results. We also achieved a high response rate, which minimizes the risk of response bias.
Our study also has several limitations. First, we measured conflict on patients' 5th day of mechanical ventilation and therefore missed any conflicts that developed later in patients' hospitalizations, early conflicts that may have been resolved prior to data collection, or conflicts occurring in ICU stays of less than 5 days. This may result in an underestimate of conflict relative to the true incidence. Nonetheless, we found that conflict was perceived in 63% of cases, which is a significant finding even if it underestimates the prevalence of conflict. Second, we measured only physician-surrogate conflicts, and therefore may have missed important conflicts between surrogates and other clinicians, particularly bedside nurses, whose closer interactions with families may allow them access to conflicts that physicians do not perceive. We also did not study within-family conflict. Third, the cases excluded at the physicians' request included cases in which the family had threatened legal action. This may also have led to an underestimate of the prevalence of conflict. Fourth, in some of the covariates tested in our regression modeling, sample sizes were so small as to likely prohibit definitive conclusions about their relationship to the outcome (e.g., the small number of fellows compared with attending physicians). Finally, we did not interview subjects regarding their perceptions of conflict and, therefore, do not have qualitative information about the nature of the conflicts. This is an important area for future study.
CONCLUSIONS
In summary, we found that conflict between physicians and surrogates is prevalent in ICUs. However, there is little agreement between physicians and surrogates about whether conflict has occurred. There is a need for further work to develop reliable and valid methods to assess conflict. In the interim, future studies should assess conflict from the perspective of both clinicians and surrogates. 
